Quality of life of Portuguese and Spanish adolescents. a comparative study between natives and immigrants
introduction
Quality of life (QOL) can be defined as the evaluation of individuals' health based on their psychological functioning and, to a lesser degree, physical functioning 1 . The major strengths of this construct are its multidimensionality and the fact that it comprises a set of determinants of children's perceived QOL 2 . Thus, the QOL construct comprises individuals' perception of several aspects of their health, namely, emotions, autonomy, relationships with parents, school environment, social support and peers and physical wellbeing.
Data on these dimensions have been documented in several international studies with adolescent populations [3] [4] [5] . Overall, these studies have indicated that QOL is influenced by socioeconomic factors -e.g., age, gender, country of origin and socioeconomic status -and by the individuals' aims, expectations and life perspectives 6 . Additionally, over the last three decades, the application of QOL measures to different diseases, settings, and populations has increased 1, 7 . The KIDSCREEN is a widely disseminated instrument that assesses QOL and was developed in the framework of the project "Screening and promotion for health-related QOL in children and adolescents -A European public health perspective". This project was conducted in several European countries, including Portugal and Spain [8] [9] [10] , and the KIDSCREEN is the first cross-cultural instrument developed to evaluate QOL in children and adolescents 4, 8, 11 . Several studies using the KIDSCREEN to evaluate QOL with large community samples have found significant associations between perceived QOL and psychosocial outcomes 5, 6, 12, 13 . For instance, in a study conducted with 2412 Spanish adolescents, Vázquez et al. 13 indicated that higher levels of QOL were associated with better academic indicators and fewer conduct problems. Additionally, Gaspar et al. 6 assessed 3,195 Portuguese children aged between 10 and 16 years and concluded that health-related QOL is influenced by sociodemographic and family factors (such as gender, age, economic status and the quality of parent-child relationships) and by adolescents' health behaviours. This empirical work with large samples of children and adolescents has strengthened the developmental-contextual perspective of human development, which focuses on the study of interactions between the individual and contextual factors 14 .
The interest in studying health-related issues of immigrant children has increased over the last decade in European countries, including Spain and Portugal [15] [16] [17] . For instance, Santervás et al. 15 compared 60 Spanish immigrant and native adolescents and concluded that immigrants received a greater number of public health services and reported significantly worse health compared to natives. Neto 16 analysed 310 Portuguese immigrant adolescents and found that gender, self-esteem, and living in an ethnically homogeneous neighbourhood were predictors of life satisfaction. In Neto's 17 subsequent research study, which aimed to analyse whether multi-ethnic young people are at a psychological disadvantage, Portuguese native and immigrant adolescents' wellbeing and social adaptation were compared. No significant differences were found between the two samples; therefore, the author concluded that the majority of immigrants may adapt well to their new societies, despite difficulties in meeting the demands of cultural changes and living in two cultures.
As the results of these studies indicate, research on the psychosocial adaptation and developmental outcomes of immigrant adolescents has obtained mixed findings. Addressing this topic, Berry 18 stated that the integration of immigrants into a new culture requires substantial negotiation, but its outcomes depend on the integration policies and strategies of the host country. As the author claimed, further research is required to improve the conceptual clarity and empirical background of this topic. The number of studies that have specifically addressed QOL or well-being in migrant adolescents remains scarce 19 . In one of the studies that have addressed this issue, Hernando et al. 20 compared the QOL of immigrant adolescents from Huelva (Spain) and Algarve (Portugal) and found that the Spanish adolescents reported higher physical and psychological wellbeing than the Portuguese adolescents. In another cross-cultural study of QOL and health behaviours, Lima-Serrano et al. 21 observed that, overall, Spanish adolescents reported higher levels of QOL than Portuguese adolescents. Furthermore, the authors indicated that alcohol and substance abuse during adolescence was associated with lower health-related QOL and more reports of psychological problems.
The fact that children from immigrant families represent an important portion of the child population in affluent countries 10 may partially explain the increased attention to health-related issues in this population. The immigration rates in Spain and Portugal have strongly increased in the last decade 16, [22] [23] [24] [25] , and knowledge about the QOL of immigrant adolescents may increase our understanding of which dimensions or aspects of their health need intervention. This is especially relevant because youth from immigrant families tend to be disadvantaged in terms of educational opportunities, and these opportunities may differ according to their countries of origin. Factors such as a low SES and low education level, low wage jobs, and social segregation and discrimination contribute to such disadvantage 10 . Additionally, adolescents from disadvantaged immigrant families tend to show worse educational outcomes and poorer adaptation to school and to engage more frequently in risky behaviours compared to their native counterparts 18 . The main aim of the present study is to analyse differences in QOL between Spanish and Portuguese immigrant and native adolescents.
Methods

Participants
The participants were 475 adolescents (47.58% girls and 52.42% boys), aged between 12 and 17 years old (M = 14.40, DP = 1.48), who were residents in the regions of Algarve (Portugal) and Huelva (Spain). Of the sample, 28.42% were Portuguese natives, 18.11% were Portuguese immigrants, 28.84% were Spanish natives, and 24.63% were Spanish immigrants. In Table 1 , we present the sociodemographic characteristics of the four groups of adolescents.
instruments 26 : Evaluates the perceived QOL of children and adolescents between 8 and 18 years old and it was developed simultaneously in representative samples of several European countries. The Portuguese version was validated by Gaspar and Matos 9 and the Spanish version by Pantzer et al. 27 . It comprises 52 items, which are rated on a Likert scale ranging from 1 (not at all/poor) to 5 (extremely/ excellent), across the following ten dimensions:
Physical Wellbeing (5 items):This dimension refers to physical activity levels, energy and fitness (e.g., "Did you feel well and fit?").
Psychological Wellbeing: This dimension evaluates psychological wellbeing, including positive emotions and life satisfaction (e.g., "Did you feel satisfied with life?").
Mood (7 items): This scale includes seven items on negative experiences, depressive mood and feelings of distress (for example: "Did you feel sad?").
Self-perception (5 items): This dimension evaluates the subject's perception of self, physical appearance and satisfaction related to those aspects (e.g., "Were you concerned about your appearance?").
Autonomy (5 items): This dimension includes five items that inquire about opportunities to utilise leisure time (e.g., "Were you able to choose what to do in your spare time?").
Relations with Parents & Family Life (6 items):This dimension examines the respondent's relationship with his/her parents and the family atmosphere. It consists of six items (e.g., "Do your parents understand you? Are you able to talk to your parents whenever you want?").
Financial Resources (3 items):This dimension assesses the adolescent's perception of his/ her family's financial capacity (e.g., "Have you had enough money to do what your friends do?").
Social Support from Peers (6 items): This dimension reflects the nature of the subject's social relationships (e.g.," Have you been able to talk about everything with your friends?").
School Environment (6 items): This dimension assesses the individual's perception of his/ her aptitude for learning, concentration and feelings about school (for example "Have you done well in school?").
Social Acceptance (Bullying-rejection) (3 items): This dimension assesses feelings of rejection by peers. It includes three items (e.g., "Have you been bullied or threatened by other girls or boys?").
In the current study, the level of internal consistency measured by alpha of Cronbach was satisfactory for all of the subscales, as follows: Physical Wellbeing (α PT = .85, α SP = . Sociodemographic data: A questionnaire was developed ad hoc to collect the following data: adolescents' age and gender and mother and father's age, work status, labour qualification (1 = low, 2 = medium and 3 = high) and education level (1 = no education, 2 = elementary school, 3 = high school and 4 = university studies completed). Information about the adolescents' family structure, immigrant status, country of origin, and academic performance (number of failures, absenteeism in last month, and average grades on a scale from 1 = poor to 5 = excellent) was also gathered.
Procedures
The data were gathered in eight public schools in Algarve and thirteen public schools in Huelva. The included schools were selected randomly among the schools in the region. School boards agreed to participate; and written consent from the Directorate General of Innovation and Curricular Development, Ministry of Education was obtained. Informed consent forms were requested and obtained from parents and adolescents. Participation was voluntary, and no compensation was offered. The instruments were completed in the classroom and administered by a trained interviewer. 
Statistical analysis
Statistical analyses were performed with IBM-SPSS software v-20. Missing data at the item level were extrapolated using the missing value analysis of IBM-SPSS (EM algorithm). All the cases in which more than 10% of the questionnaire items were missing were removed from the analyses. Statistical assumptions for parametric tests were checked following Tabachnick and Fidell's 28 recommendations, with satisfactory results.
Snedecor's F test was used to compare the quantitative variables, and a Chi-square test was performed for the qualitative variables. MANOVAs were performed for the QOL scales. Kruskal-Wallis was used to compare groups when the assumptions of normality and homogeneity of variance were not validated.
results
In Table 2 , we present the descriptive statistics for the KIDSCREEN-52 subscales and the correlation coefficients obtained for the Portuguese and the Spanish participants. Most of the subscales were significantly correlated with each other. Correlations ranged between .14 and .74 for the Portuguese adolescents and .13 and .59 for the Spanish adolescents. Exceptionally, in both samples, the Social Acceptance subscale was not significantly correlated with the Physical wellbeing and School Environment subscales. The Portuguese adolescents scored higher than the Spanish adolescents on all the QOL subscales, with the exception of the Self-perception subscale.
We did not find any relationships between the QOL dimensions and academic variables, except between the number of school failures and Financial Resources (r = .10, p = .04) and Social Support from Peers (r = .10, p = .03). Additionally, when comparing younger adolescents (12-14 years) with older adolescents (15-17 years), we found no significant differences in the QOL dimensions. However, girls (M = 17.73, SD = 4.21) presented lower scores than boys (M = 18.94, SD = 3.94) on the Physical Wellbeing subscale (F = 10.32, p = .001, η 2 = .02). With the aim of analysing differences in immigrant adolescents' QOL according to their country of origin, a Kruskal-Wallis test was performed. However, because no significant differences were found for this variable, and to enhance the statistical power of the following analysis, we did not cluster immigrant adolescents according to their country of origin. The MANOVA performed with the ten KIDSCREEN-52 subscales indicated that the four groups of adolescents differed in their QOL, F(3, 430) = 3.50, p<.001, with a median effect size, η 2 partial = .08, after controlling for gender and age ( 
Discussion
The main objective of our study was to investigate differences in QOL between immigrant and native adolescents. Our findings contradict the results of related research on immigrant families in affluent countries, as many studies have reported considerable differences in QOL between children from immigrant families and children from native families 10 . However, it is consistent with other studies 29, 30 , which suggested that immigrant youth in thirteen different countries were as well adjusted as their non-immigrant peers. Our results may be also explained by the "immigrant health paradox"
31 . This is the finding that certain immigrant groups have similar or better health outcomes than native-born.
Several theories attempt to explain the immigrant paradox: The selectivity argument focuses on the immigrants themselves and argues that any health advantages that exist are due to immigrant self-selection; only the healthiest people immigrate. The sociocultural explanation focuses on the aspects of immigrant families and communities that may positively affect health or the health behaviours and beliefs immigrants may bring with them. According sociocultural explanation similar or better immigrant QOL could be explained by the positive effects of strong immigrant social networks 32 . Furthermore, in the present study, the results concerning the QOL differences between the four groups (immigrants and natives from Spain and Portugal) indicated that Portuguese adolescents (both natives and immigrants) scored significantly higher only on the dimensions of Moods and Emotions and Social Acceptance, suggesting that Portuguese participants experienced fewer negative experiences and less depressive mood and distress compared to Spanish adolescents.
Portuguese youth also reported significantly lower feelings of rejection by peers. This result is discrepant with Hernando et al. 20 finding that adolescents living in Spain reported higher Social Acceptance (and therefore, lower feelings of rejection by peers and others) than their Portuguese counterparts. In terms of the remaining subscales, the perceptions of Autonomy, Relationships with Parents, Social Support and School Environment were quite similar across the four groups of adolescents. This finding indicates that in both countries, the living contexts for immigrant and native adolescents are fairly homogeneous, as previous studies have shown 16, 17 . These findings are encouraging because adolescents with closer relationships and better communication with their parents and friends have also reported a happier and more pleasurable life [33] [34] [35] . Additionally, relationships with friends, classmates, and teachers are negatively associated with substance use, and this association is mediated by certain factors, including psychological symptoms, wellbeing, and school satisfaction 36 . The results of the correlations between the KIDSCREEN subscales in both samples indicated that all QOL dimensions were positively associated and that most dimensions were significantly related. Portuguese adolescents showed more positive perceptions of the majority of QOL dimensions, with the exception of Self-perception (the adolescent's perception about his/her body, self-esteem), which was somewhat higher in Spanish adolescents. These results are similar to those obtained by Gaspar and Matos 9 in the Portuguese validation study of the KIDSCREEN-52 and are consistent with the results of several European countries 3 . Previous research that has been conducted on QOL with community samples has suggested that the perception of QOL is influenced by the adolescents' gender and age 5, 9 and by financial resources 12 . Furthermore, cross-culturally validated measures of QOL must be utilised to strengthen empirical findings.
A limitation of the current study is the fact that only one source of information was used. Although it has been stated that individuals' perception of their own wellbeing is a more reliable measure of their QOL than an objective health evaluation 5, 12 , parents' , peers' and teacher's perceptions of the adolescents' QOL dimensions would have enriched this study. Additionally, the cross-sectional study design precludes the establishment of causal relations between the studied demographic variables and the factors identified in the KIDSCREEN-52.
One major asset of using the KIDSCREEN is that it allows cross-cultural comparisons; therefore, it may help to develop new prevention programs or to adapt existing programs to a particular target population 4, 6 . Assessing QOL is an important means of monitoring the health status of the general population or of a specific population group, and this assessment should be conducted over time 37 . Additionally, such assessment allows us to detect subgroups of the population with lower QOL and evaluate the impact of interventions on public health in a given population 7 . A longitudinal design would be a suitable method to distinguish causes and outcomes that affect adolescents' well-being throughout the process of acculturation 19 . Consequently, a future study should employ a longitudinal design to assess immigrant groups and other target groups with low QOL to evaluate the impact of public health interventions on these groups.
Overall, our results indicate that both native and immigrant adolescents seem to have satisfactory perceptions of their QOL. 
